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S

WRITE PLAINLY—~USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

THE DiVISIO, OF HEALTH OF MISSOURI

PLEDDEC 161950 STANDARD CERTIFICATE OF DEATH suws ... AORSY
BIRTH MO. REG. DIST. NO. _/zi PRIMARY REG. blér."m._LQQQ.,R‘gfnrar': No.._m%..afiu;.}.m
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers 4 d lived. 1 lostitutlon: residesce befare
a. COUNTY a. STA b, COUNT,; adinimion), ,
Jackson .ﬁiqqnur‘l J’ﬂck.ﬂ'on v
b. CITY (If outelde corporate limits, write RURAL and give c. LENGTH OF c. CITY (If outaide corporata limits. write RURAL and glve township) .
townahip}| STAY (in this place)
ToWN  Kansas City 4 years|. ™ Kanang Clty v /73
d. FULL NAME OF (If not in hoepital or institytion, give siregt add or loeation) . STREET (H rom, dw loeation) ) D
OSPITAL OR ADDRESS
INSTITUTION Moroy Hosnital 3009 E 7+h o4
3. NAME OF . (First b. (Middle ¢, (Last} v
DECEASED N ) ) 4. DATE (Month)  (Day)  (Year)
(Typeor Piny  Dwlght MeDaniel DEATH 11 =19-50
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| ¥ UNDER ¥ YEAR | IF GMDER u HES.
C N WIDQWED, DIVORCED (Bpeciiy} Last birthday) Month., Days nw,.l 3in.
Vale White Never married’ |10-25-1945 4
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR [N- | 1. BIRTHPLACE (8tate or forelgn country) 12. CITIZEN OF WHAT
done during mowt of working 1ifs, even if retired) DUSTRY . COUNTRY?
None Kangnsg: (01t 0. & .8
13a. FATHER'S MAME 13b, MOTHER'S MH&M‘S v 14, NAME OF MUSBAND OR WIFE
Willts W. McDaniel Gloris Hi i —
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURI 17. INFORMANT S SIGNATURE OR NAME ADDRESS
no, or unknowa} | (If yes, wive war or dates of serviee) N
0 No Willis W. MeDoniel, 3000 ® 7ih K,
18, CAUSE OF DEATH MEQJCAL. CERTIFICATION INTERVAL BETW‘EEN
| Enter only opecauseper § |, DISEASE OR CONDITION _ . ! ONSET AND DEATH
line for (a), (bY, and (¢) DIRECTLY LEADING TQ DEATH ()
*Thir dpes not mean ANTECEDENT CAUSES }/l &
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) £n
as heartfollure, asthenia, | rise to the above couae (a) stating - .
de. It means the dis. | the underlying cause lost. .
ecase, infury, or complica- . DUE TO (¢} m& . s ]
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS B - - 5 \k
Conditions contributing (o the death but not ' . , lﬁ
related to the discaae or condition causing death, . i
19a. DATE OF OPERA- OR FINDINGS ,OF OPERATION « . AUTOPSY?
TION
/l-1¢-50 e lupse, /5 kel ves 71 wo O
21a. ACCIDENT {Bpecify) Zlb. PLACEQOF INJURY (e.g..inorebout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, fartn, [actory, sirest. office bldg..sta.) -
HOMICIDE
21d. TIME ‘(Moath) (Dsy) (¥ear) (Hour) 21e. INJURY OCCURRED | 21f. HOW DIDJNJURY OCCUR?
WHILE AT[™] NOT WHILE o -
INJURY . ®m | work AT WORK
22. [ hereby eertify that I attended the deceased from _IL._I.QL._. 19 5-0 lo = /f , 19_35'.2, that I last saw the deceased
~alive on JLLL 19.5-0, and that death occurred al ... m., from the couses angd on the date stated above.
2, SI1G E Robert For he (Degros ar 11(9 23b, ADDRESS Z3c. DATE SIGNED
‘4“7/ r— M. D. Plaza Tims Bldg. /) P-s"0
24a, BURIAL, CREMA- 24b DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) {5tate)

%ON Rl MOVAL (Bpecty)

11=21-58N0 Mt Washington Kengag 01ty WMo,

DATE RECD BY ]_DCAL R RARSS[GNATURE 75, FUNERAL DIRECTORS SIGNATURE ADDII‘E!S
/[.,,La-—d,'@ W Zégm«u Gibson &% Son Mortuary,K.C.X.

{Licensed Erbalmer's Ststement on Reverae Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ificate was embalmed by me, or by —ocee

............. Student Embalmer No.

working under ty personal supervision.

StUdent cucivemmrsnrenaans tenuwnscassanees Signe
Student Embaimer

Licensed Embaimer No& ﬁ "
P. O. Address /C/ £\~ /‘/r

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.}

If this body is not embalmed, fact should be so stated above. ’ -

-



